
PENETRATING WOUNDS OF THE ABDOMEN, WITH PROTRUSION
AND INJURY OF THE INTESTINES.

[The following remarks on the treatment of these injuries, which are al-
ways serious and too often fatal, are from the late work of Professor
Gross, of Louisville, Ky.l

Penetrating wounds of the abdomen, attended with lesion of the intes-
tinal tube, constitute a class of injuries of a much more serious character
than such as are accompanied merely by prolapse. The symptoms are

generally more severe, there is more danger of peritoneal inflammation,
and the treatment, especially when the opening is extensive, is altogether
different ; or, to speak more intelligibly, two wounds, involving different
structures, exist, and consequently require different modes of management.

When the inner wound is large the treatment to be employed is suffi-
ciently obvious, for no well-educated surgeon would hesitate to resort at
once to the suture, or to some other expedient calculated to prevent faecal
effusion. It is only where the opening is small, that doubts seem to be
entertained respecting the proper course to be pursued.

Heister, who was confessedly one of the ablest anatomists and sur-

geons of his day, expressly states that all wounds of the intestines not
exceeding the diameter of a goose-quill should be returned without stitch-
ing, which he asserts to be generally productive of severe pain, inflam-
mation, and other bad symptoms. Dionis says if the opening is very
small, as, for example, when it is made by a bodkin or pen-knife, it is not
necessary to sew it up ; nature, seconded by a rigid diet, being fully com-

petent to effect a cure. To the same import very much is the testimonyof Palfin, and of Sabalier. The former of these authors observes that
whenever the opening is diminutive it is not necessary to sew it up, but
simply to return the part, and to restrict the patient to the smallest possi-ble allowance of food, barely sufficient to prevent starvation. " If the
wound," says Sabatier, " is very slight, a? when only a few muscular
finis are involved, it is needless to resort to the suture, since a cure mayhe accomplished without it." Sharp, in his Operations of Surgery, uses
very nearly the same language. The opinion of Jobert, whose writingshave been already several times quoted, is, that the wounded intestine
may be safely returned, provided the opening does not exceed three lines.
Where it is more extensive, as, for instance, half an inch, although repara-
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tion might possibly take place through the intervention of the epiploon,
still there would be great danger of fecal effusion, and hence he very
justly concludes that it would be much better to sew it up.

Richerand, also a modern writer, recommends a very different practice
when the wound is very small, or does not exceetl two or three lines,
ils plan is to pass a loop of waxed thread through the mesentery, and
to keep the inner wound as nearly as possible in apposition with the
outer. The object is to afford a ready outlet to the faecal matter, by the
artificial anus which is thus established. This method, to which I shall
hereafter recur, is not new with Richerand, but originated long ago with
Li Peyronie, an old French surgeon. Buyer remarks, that when the
wound is more than four lines in extent enteroraphy becomes indispensable.

In a preceding part ol this essay several experiments are related
which have a direct bearing upon this subject. The particulars, how-
ever, it is not necessary to repeat in this place. It will be sufficient to

say that in the three experiments in which the wound did not exceed four
lines, or the third of an inch, the animals promptly recovered, while in
the remainder, five in number, and in which the opening was of greater
extent, they all died of faecal effusion. So far, then, as these researches
go, they tend to confirm the opinion of Heister, Sharp, Garangeot, and
others, that a protruded bowel, in which there is only a very small wound,
may be safely returned into the abdomen, without any apprehension of
the escape of alvine matter. But would the surgeon be really justified in
pursuing such a practice ? I unhesitatingly aver that he would not, for
the reason that, although this course may, in the generality of cases, be
attended with success, yet it is liable to occasional failure, and should
therefore be discountenanced. The introduction of a suture, which is
all that can be needed in a small wound, will assuredly add little either
to the present suffering of the patient or to the danger of peritoneal inflam-
mation ; the operation is neither painful nor tedious, and, what is of far
more consequence, always, when well performed, protects the individual
from frecal effusion. In several of my experiments death was produced,
not from any undue injury inflicted upon the bowel (Vom stitching or any
rough manipulation, but from the interval between the sutures being so

great as to prevent the perfect closure of the wound ; a fact which
should never be lost sight of in the management of a lesion of this kind.
Whenever the contact is incomplete, the mucous membrane becomes
everted, and interferes with the adhesive process. The more accurately
this is obviated the less risk will there be of the escape of faeculent and
other matter, calculated to induce fatal peritonitis. 1 do not care, there-
fore, how small the wound may be, if it is only a line and a half, or two

lines in extent, it should by all means be sewed up. In this practice
alone can there be perfect security for the patient. The villous mem-

brane may, it is true, effect a temporary closure of the wound, but
there is always danger thai before adhesion can take place, the part will
become so much relaxed as to lead to mischief.

In closing this branch of the present inquiry I cannot omit quoting the
sentiments of an old and distinguished surgeon, whose works, highly popu-
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lar in their day, have been loo much neglected by modern practitioners.
I allude to Mr. Benjamin Bell. " However small," says he, " a wound
of the intestine may be, it ought always to be secured with a ligature ;
for although it is alleged by some that we should rather trust to nature
for the cure of a small opening than to insert a ligature, to me it appears
that the opinion is by no means well founded ; insomuch that I would
not leave even the smallest opening that could admit either feces or

chyle to pass, without stitching it up. Much danger may ensue from
omitting it ; and the hazard of the patient cannot be increased by the
practice being adopted."

Coincident with this opinion of Mr. Bell is that of Mr. Lawrence, of
London, whose views upon the subject are entitled to great weight, from
the unusual opportunities which he has enjoyed for treating strangulated
hernia. Adverting to the practice recommended by Jobert, and referred
to in a previous paragraph, of replacing the bowel without suture, when
the wound does not exceed three lines, he affirms that such a procedurewould not only be hazardous, but unwarrantable in the present state of
the science. " In case of such an opening in the intestine," says he, " I
should employ suture ; not considering it safe to return the bowel into
the abdomen without this precaution."

SOME DISEASES OF THE BREAST.
From Sir B. O. Brodie's Clinical Lecture« at St. George'« Hospital.

In the present lecture, I shall make some observations on the diseases of
the breast, no very clear description having been given of them, although
of common occurrence. The disease to which I shall particularly refer
to-day is one of considerable interest ; especially so, because it is quitedifferent from carcinoma, with which it has been frequently confounded.
It is not met with in hospital practice, but very often shows itself in pri-
vate life, and unless I had had the advantage of seeing a large number of
private patients, I should not have been able to make out its symptoms
and history, as I believe I now can. You will, perhaps, be consulted by
a female who has a hard tumor formed in the breast, about the size of
a walnut, and moveable ; it contains fluid, and you puncture it with a

grooved needle, and serum escapes. If the opening be large ennti";h
the whole escapes, and nothing remains but the bag or cyst in which it
was contained. This fluid varies in color, being sometimes yellow or
straw colored, sometimes greenish, and at other times of a dark brown.
I call it serum because it entirely coagulates by heat, or by the addition
of nitric acid ; it is, therefore, doubtless serum, with some coloring matter.
Sometimes you will find only one of these tumors, whilst at other times
there will be several. When this is the case there is generally one large
°ne, and several very small ones ; but sometimes the whole breast is filled
with them ; they frequently occur as large as marbles, but 1 have seenthem as big as an orange. When punctured in the early stage of the
disease, there will be no perceptible remains of the tumor afterwards,
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